t h:rl . oner ĩ the caring system provided by the National Health Service ,as it has evolvedin nlted Kmgdom, and this may be considered under a number of headings, AcCessibiUtỹ general practitioner in the United Kingdom is accessible to the patients for whom he has d .~ted responsibility for providing primary medical care. The decision to seek care is a lay theciSlon. It depends on many complexfacto rs. It is possibleto construct a model whichreflects esefactors. exBa~ks et al. (1975) demonstrated in a young female population that symptomsof illness are w·~nenced on about one day in three and that 3%of these sympto~s.
led to a consultation 0~1 a doctor. Th~decisiont o seekmedicalc are. fro.m the generalprach~l oner is influenced not pal by pathological processes but also by objective measures of anxiety and depression in soc~ert s, (Banks et al. 1975) , their education (Rahe et al. 1970 , W~l l er & Morrell 1972 ), their and a class (Cartwri ght & O'Brien 1974) , the support from the family (Geerts on & Gray 1970) in I te resources of the community (Beresford 1977) and, doubtless, many other factors ex c :l Dg. t he patients' expectations of their doctors..The m~de~depicts an individual patient th p ne.ncmg symptoms of illness. These produce anxiety whichIS related to the personality of an~patl ent.
It is also related to his knowledge of illness and the resources availablein the family ci the community to resolve this anxiety, which in tum is related to education and social ge ass. When the level of unresolved anxietyreache sa certain threshold, the patient consults the nera~practitio ner.
It is well recognized that the propensity to consult varies widely between different individuals. The doctor working in a primary care situation in which there is free access at the time of demand must always answer the question: Why has this patient presented with these symptoms at this point in time? The answer to this question must include an evaluation of the pathological processes which may be active in the patient but it must also include an evaluation of the many other factors already mentioned which influence the demand for primary medical care. The knowledge, skills and attitudes demanded ofthis primary care physician in answering this question are not shared by any other doctor in the National Health Service in this country, except perhaps the casualty officers in the large urban centres. They are concerned with human behaviour in response to stress and disease and human behaviour interacting with a unique primary care service. All other doctors in the National Health Service see patients on referral. Referral is determined by a professional decision and in most cases reflects a need for specialist knowledge or special skills and services.
Continuity of care
This characteristic of our National Health Service may be threatened by the increase in mobility of populations but there is evidence that about two-thirds of patients have had the same general practitioner for over five years, and one-third for over fifteen years (Cartwright 1967) . This continuity of care carries with it some major implications for medical care delivery. In the first place, it means that doctor and patient develop in most instances a relationship. This may be positive or negative but it means that the patient develops certain expectations of the doctor and vice versa. Any relationship extending over a period of time must also inevitably influence communications and this in tum influences such skills as history taking and prognosis. When patients refer to 'my doctor' they usually mean their general practitioner. The appreciation and use of this relationship in a diagnostic and therapeutic way is central to general practice and demands special attitudes and skills. It is also this continuing relationship with the acquisition of knowledge of the patient over a period oftime which makes possible the so-called five-minute consultation, so derided by some ill-informed critics of the system.
Continuity of care affords in addition very special advantages in the management ofchronic disease. This represents a large part of general practice and is, with the changing patterns of disease in the community, and the ageing population, becoming increasingly important. Many of these patients suffer many illnesses over long periods of time and the general practitioner must integrate the physical, social and psychological facets ofthese illnessesand the disabilities they produce. In providing for this care he is concerned with the organization of the resources in primary medical care including other members of the primary health care team, such as the nurse or health visitor, but he is also concerned with helping patients to adapt to disability in the context of their occupation, family and community resources. This demands knowledge of disease processes but also knowledge of human relationships, community resources and the management skills to deploy them optimally.
The continuity of care provided by general practice in this country is also highly relevant to patients experiencing what may be described as major life events. These include marriage, childbirth, retirement, death and bereavement. There was, for instance, a time twenty-five to thirty years ago when childbirth was considered an integral part of general practitioner care. As some of the dangers of domiciliary midwifery became apparent, it became increasingly the responsibility ofthe hospital specialist. The women entering perhaps the most exciting event of their lives were handed over by their general practitioner, with whom they had developed a relationship over many years, to a hospital specialist to whom they were unknown. The patient attended the hospital antenatal clinic and often saw a wide variety of doctors. The weaknesses of such arrangements are becoming increasingly apparent and the role of the general practitioner in antenatal care is beginning to be seen as a prelude to his role in postnatal care, family planning and developmental paediatrics. There is indeed a place for specialist skills in the management of major life events such as birth and death, but the value of continuing care in these situations is becoming increasingly evident and this is concerned with knowledge of the individual patients and their needs, and the optimal use of resources to provide for them.
Use of resources
The general practitioner in the National Health Service is an independent contractor. As such, he accepts responsibility for a defined population of individuals and receives in return a sum of money to provide for their medical needs. His resources are inevitably limited. He has a certain amount of time which he can devote to medical care and he has staff, including nurses and health visitors, who work in partnership with him to provide for his patients. He must continually make decisions about the way in which he will use his resources (Marsh & Kaim-Caudle 1976) . There is evidence that about half of his time is occupied in providing continuing care for patients suffering from chronic disease (Morrell 1971) . The remainder may be divided between responding to new demands for care and preventive work. Methods of delivering care which may limit new demands for acute illness can lead to a redistribution of care in respect of other groups, such as the elderly or the mentally ill (Morrell & Kasap 1972) . Demands and needs for care are unlimited and the general practitioner is constantly concerned with reviewing his care in relation to his resources. In addition. he is frequently the means of entry to the more expensive hospital and pharmaceutical services in the health service. His decisions are concerned with relating care to the outcome of disease and with management skills. This aspect of care which demands an epidemiological and managerial approach is essential in the primary care service.
Prevention and health education
It is difficult to appreciate the importance of preventive medical care here without looking at medical care systems in less developed countries. Smallpox. diphtheria, tetanus, pertussis, measles, poliomyelitis and tuberculosis -all potentially fatal diseases -no longer present serious problems in the United Kingdom. Immunization, at first organized by local authority medical services, has become integrated with the family practitioner service. Close cooperation between general practitioner and health visitor can ensure very high degrees of immunity against disease in the patients of a practice. This demands an epidemiological approach to the population at risk and managerial skills to ensure comprehensive programmes of prevention.
A full realization of the importance to the general practitioner of an epidemiological approach to the defined population to whom he is at risk has only recently become apparent. He can maintain an age/sex register of his patients, he can add to this morbidity data and in this way identify those individuals in his population especially vulnerable to disease and with special needs for medical care. He can then deploy his resources to satisfy their needs. This may involve him in organizing programmes for immunization against influenza for vulnerable groups, special surveillance of the elderly, or special programmes of care for schizophrenic or diabetic patients. The important fact is that the general practitioner has available to him an opportunity to develop a health-orientated rather than a disease-orientated service.
In the field of health education, the general practitioner and his team also have unique opportunities. About 70 %ofhis patients consult him on average three to four times each year.
He has opportunities to identify early signs of obesity, chronic bronchitis, marital disharmony, and a variety of other disabilities which contribute to morbidity in middle age. Sometimes he can intervene. at other times he must observe impotently the course of events, but he can at least anticipate trouble. His educational role is at present poorly explored but is potentially very important. This indeed requires special skills.
An academicdiscipline
Most academic disciplines in medicine represent a synthesis of basic sciences. Likewise, general practice is a synthesis of much that is common to general medicine, such as clinical chemistry, pathology, epidemiology and microbiology, but involves also sociology and applies these disciplines in the field of primary medical care. In so doing, it uses a variety of management skills.
Training for general practice A brief review of the knowledge, attitudes and skiils required of the general practitioner is a necessary preliminary to planning the training of a doctor who will fulfil this vocation. The word vocation is used purposefully because there appears to be a growing impression that standards in general practice may be set by legislation and the rewards related to overtime payments. Such a view is totally unrealistic in a system of care in which a doctor accepts responsibility for the primary care of a defined population which has unlimited needs for care. Evaluation of the needs of this population and the deployment of resources to satisfy these needs is a complex process. It cannot be defined by rules and regulations. It depends on the education of the doctor, his vocational commitment and his ability constantly to review his performance. Recourse to legislation will lead to a rigid and inferior system ofcare. Viewed in this light the early education of a future general practitioner is of paramount importance and places serious responsibility on those who are concerned with this. What then do those concerned with the quality of care provided by future general practitioners expect of those commissioned to train them and perhaps equally important, what do they not expect?
Selection of students
The admission procedure for medical schools is expected to select those students who are intellectually capable of undertaking the rigorous course and passing the qualifying examinations. This presents few difficulties and can be achieved by considering applicants' A-level achievements combined with headmasters' reports. A group selected on such criteria may, however, contain individuals who have a facility for acquiring information but little ability to examine critically the information provided or to apply it with the ideals of those who see their life as a vocation. They may indeed do well in our present system of medical education where they can imbibe the information provided for them by their teachers and regurgitate it to the examiners who have taught them. Such students may be a disaster in general practice because they may be incapable of critical judgment. In general practice they will to a great extent be isolated professionally, subjected to incessant propaganda from the drug industry and in need of the critical skills required to analyse the problems confronting them. The admission procedure should therefore aim to select those who are aware of the world about them and prepared to question the dictates of their peers. It should also seek to identify those who see medicine as a vocation and not just a science. General practice is concerned with establishing relationships with people and responding to their medical needs. It cannot be governed entirely by scientific considerations. It demands empathy, patience and a willingness to work long hours without commensurate financial reward. It is difficult to identify such qualities in 17-year-olds in a short interview. A stable family background, the tendency to become involved in demanding voluntary organizations and the ability to sacrifice self for what are regarded as higher issues, be these sporting or community activities, may be indicative of such qualities.
It may be possible by appropriate tests to identify those doctors who have 'the capacity to tolerate uncertainty' or a 'reflective tendency characterized by a liking for abstract ideas' (Walton 1966) or to identify 'convergent' as opposed to 'divergent' thinkers (Hudson 1970) . These measures do appear to correlate with some of the characteristics demanded pf a future general practitioner. There is. however. a great deal of research still needed before personality tests will playa major part in medical student selection procedures.
Preclinical training
The future general practitioner requires preclinical training which will provide him with knowledge of the structure and function of the human body. He does not require knowledge which will only be used if he becomes a surgeon, a specialist physician or a pathologist. In anatomy, he needs to know the gross anatomy of the brain and spinal cord and in particular the applied anatomy of peripheral nerve distributions. He does not need to know about the detailed course of the major nerves or the names of their branches. He needs to know the basic structure of the skeleton, the anatomy of the eye, the ear, the major blood vessels and the muscles, in terms of their function and nerve supply. He needs to know about the abdominal viscera and endocrine glands. In physiology and biochemistry he needs to know how the body functions in terms of reflexes, electrolyte balance, the sympathetic and parasympathetic nervous systems, hormonal control, enzymes and the processes of digestion, respiration, excretion and reproduction. He does not, however, need to know details of chemical formulae or complex enzyme systems. In many schools, departments of anatomy and physiology have in recent years modified their courses in favour of such a general approach.
The preclinical phase presents exceptional opportunities for the student to learn about the experimental approach to medicine and to learn how to interpret the results of such experiments, although frequently these opportunities are not fully exploited. In studying the subjects contained in the preclinical curriculum he must develop a scientific approach to information, learn to question established facts and to design experiments to test them. The teaching system therefore demands a balance of didactic lectures, seminars and experiments. The examination at the end of the second year should be concerned with testing critical skills rather than with testing the knowledge which has been accumulated during this period of education and will be largely forgotten.
In addition to the major curricular subjects in the preclinical years, there are courses in biostatistics. sociology and psychology applied to medicine. Biostatistics deals with methods of testing the reliability of biological information, Sociology and psychology applied to medicine are largely concerned with attitudes to illness and medical care. In response to the recommendations of the Todd report, these subjects have become encapsulated in preclinical courses, where their relevance to the undergraduate is obscure, and they have been further fossilized by examinations at the end of the preclinical programme. Many of the concepts presented in these programmes will only become relevant when the young doctor is concerned with providing primary medical care. Maybe it is in the course of vocational training for general practice that the major contribution from sociology and psychology should be made.
Clinical training
In some medical schools in this country preclinical and clinical training have been integrated. This would appear to offer many advantages although firm evidence for this is still lacking. In the majority of schools there is, however, still a clear demarcation. In the clinical phase of undergraduate education the future practitioner should above all acquire the skills of history taking and the examination of patients. He must learn how to communicate with patients. He must be able to identify abnormal physical signs and evaluate them in the context of the patient's total problem and not be blinkered into interpreting every problem in terms of pathological processes. He should develop some understanding of pathology and the relationship of this to prognosis. He must acquire knowledge of aetiology. especially in the fields of epidemiology, microbiology, virology, genetics and immunology. He does not, however, require detailed knowledge of cellular changes in response to disease or of operative procedures in the management of disease. It may indeed be questioned whether the detailed pathology which is included inmost medical curricula is required by the 50% of undergraduates who are likely to proceed later into general practice. For those who select careers in specialized medicine there will be ample opportunities to acquire more detailed pathological knowledge. In the clinical phase of education it is, however, important for the graduate who will later become a general practitioner to have an opportunity to observe rare diseases which he may only see once in every five or ten years in general practice.
During his clinical course, the undergraduate should also have an opportunity to observe illness outside hospital in order to get some knowledge of the patterns of illness in the community, the problems of patients in adapting to chronic disease, the resources in the community for providing care, and the many diseases which never appear in hospital practice. Such experience also provides unique opportunities for the student to become aware of the problems and stresses to which individuals are exposed when living in social and cultural conditions with which most students are unfamiliar.
Throughout his clinical training, the undergraduate should be encouraged to look critically at problems presented to him. This is best achieved by small group teaching. The grand round in which the senior consultant presents facts as if engraved on a tablet of stone like the Ten Commandments is counterproductive to good medical education. Students should be encouraged to recognize that little in medicine is black and white and that most problems are an irritating shade of grey. Small group teaching is, however, expensive in stafT time and requires extra finance. The grand round and the grand lecture are cheap, both in their teaching costs and in their ability to promote learning.
Examinations designed to test students in their final year at medical school should recognize that while it is important to ensure that the student has a broad knowledge of medicine, it is equally important to recognize that the knowledge which the student acquires today may well be out of date in ten years time. Examinations should therefore assess the student's ability to test a particular hypothesis and to ensure that the student is able to apply his critical skills to the problems which he is likely to encounter. The huge success of the current type of drug advertising in the medical press is an indictment of our education and examination system, which produces doctors who accept such advertising uncritically.
Pre-registration training Following qualification, graduates must undertake a one-year period of preregistration training. For future general practitioners, this time must be used to ensure that the graduate acquires clinical skills in identifying abnormal physical signs which will be so important to him in the future. Long periods spent in the operating theatre or detecting the minutiae of metabolic disorders, unless they contribute to his critical faculties, are irrelevant at this stage in the medical education of the future general practitioner. The doctor in this situation should have an opportunity to take histories from and examine large numbers of patients and, with close supervision, to learn the clinical skills. He should also be given the opportunity to make decisions and prescribe therapy which in turn should be subjected to critical evaluation by his colleagues and his peers. He must not carry out tests or prescribe treatment merely because his 'chief' demands it. Rather he must learn to think and act in a particular way because his 'chief' has convinced him by rational argument of the importance of being able to justify his clinical decisions.
Vocational training
The doctor entering vocational training for general practice should have as a result of his undergraduate training certain knowledge, skills and attitudes. He should be familiar with epidemiology and aetiology in terms of personal and environmental factors, microbiology and pathology. He should be able to take a medical history and elicit abnormal clinical findings. He should be familiar with the common diseases experienced in hospital. and have some insight into the difference between the pattern of illness seen in hospital and general practice. He should know the ways in which the laboratory and the X-ray department may help him in solving the problems of his patients.
During his vocational training, he will need to develop further knowledge of the natural history and long-term management of patients suffering from chronic diseases, and to understand the factors which influence the disability caused by these diseases. He should become increasingly familiar with the early signs of illness and with the factors which influence a patient experiencing such symptoms to consult a doctor. He should have an opportunity to become familiar with common diseases of the skin, eye, ear, nose and throat which may not have been fully covered in his undergraduate training.
He must learn some new skills. He will become increasingly involved in counselling patients who may be suffering such widely different stressful situations as bereavement, psychosexual problems, behaviour disorders in children, or the consequences of chronic disease. He will recognize the managerial role he must fulfil as a general practitioner in the primary care team, and how this influences the quality of preventive care in general practice and the continuing care of patients with chronic disease. He must develop skills to run a practice as an efficient business and at the same time as a caring service. He must learn how to review the care he is providing by studying his records and discussing his performance with his colleagues.
Vocational training is currently organized to provide two years in rotating hospital posts and a single year as an apprentice in general practice. It is questionable whether this is the right mixture to achieve the educational objectives. It is essential that the graduate entering general practice should develop special knowledge of psychiatry, geriatrics and paediatrics, but it may well be that the relevant knowledge and skills in some of these subjects could be better learned in the context in which they will normally be used. This may be achieved by working with a general practitioner with the back-up of small-group teaching by specialists in these fields, rather than by occupying hospital posts in these specialties. In some specialties there is no doubt that trainee general practitioners provide a vital service function in hospital. This does not, however, mean that such posts are a necessary part of the vocational training of general practitioners. It would indeed be better to admit that in the present staffing situation a service commitment by prospective general practitioners is necessary to support the hospital service.
Role of the medical school, the Postgraduate Medical Federation and the Royal College of General Practitioners in undergraduate vocational and continuing training of general practitioners Although at the present time there is representation of undergraduate university teachers on regional postgraduate committees and many undergraduate teachers in general practice are active in the Royal ColIege of General Practitioners, there is nevertheless a lack of communication between these bodies and no common objectives agreed between them in the training of future general practitioners. The medical schools value their independence, but they are training nearly half of their graduates for general practice, all of whom will have to undertake vocational training; many will elect to take the examination for membership of the Royal College of General Practitioners. The time has come for much, closer integration.
The Royal College of General Practitioners has in the last two decades made an important contribution in identifying the knowledge, attitudes and skills required of the future general practitioner (Reap 1972). Some academic departments of general practice have contributed to this by research designed to clarify the general practitioner's role. There are, however, large areas of knowledge concerned with the factors influencing demand for general practitioner care, the significance of early symptoms of illness, the natural history of disease and the outcome of alternative forms of medical care which need extensive research. Looking at the departments of general practice in the United Kingdom, it is clear that few are appropriately staffed to carry out research in these fields and that their major commitment at present is to providing some minimal instruction for undergraduates in medicine outside hospital. The blame for this must in large measure rest with those in general practice who have emphasized their role in teaching. at which they are usual1y good. at the expense of research. in which they are usually inexperienced.
The most alarming situation exists in London, where over 1000 doctors graduate each year. Here general practitioners are being appointed on a part-time basis to organize teaching for undergraduates. but there seems to be little planning for the development of academic departments of general practice to advance knowledge in this field. The reasons for this are partly financial. in that no new money is being fed into these departments despite the Government's commitment to urban general practice. It is. however. also due to the reticence of some medical schools to see general practice as an academic discipline in urgent need of support if the problems presented in primary care in a National Health Service are to be subjected to scientific investigation. This policy is shortsighted in the extreme. Well established and adequately financed departments of general practice in London. undertaking research and contributing to a full undergraduate. vocational and postgraduate educational programme. would have a major impact on the quality of general practice in the capital. Some teaching hospitals seem to be unaware that. even in an inner London borough. surveys have shown that only 12'\; of the population had any contact with a hospital and less than I~~were inpatients over a period of six months (Palmer et al. 1969) .
For historical and not very good reasons. vocational education for general practice is largely divorced from undergraduate medical schools. The former is generously supported by National Health Service funds and the latter starved by the University Grants Committee. The situation is rapidly approaching when the two will be in conflict in attracting suitable general practitioners to support their programmes. Unless some solution to this conflict is quickly discovered it seems likely that it will become increasingly difficult to place undergraduates with general practitioners who can earn much larger sums of money in vocational training. Undergraduate teaching in hospital specialties is subsidized by the National Health Service. but no similar situation exists for general practice. Perhaps the solution rests in the recognition and remuneration through National Health Service funds of teaching practices for undergraduates and graduates, just as the National Health Service recognizes and remunerates teaching hospitals for undergraduate and graduate training in other specialities. General practitioners are currently subjected to fairly stringent criteria and a thorough inspection and interview. before they are accepted as vocational trainers. It would seem possible to extend the responsibilities of those selected (0 accepting undergraduate students, but this must inevitably have some financial implications. It is difficult to be sympathetic with a government which bemoans the standard of urban general practice while at the same time failing to provide any mechanism by which funds can be directed to the development. in these urban centres, of academic departments of general practice which could have such a significant impact on the quality of care provided. While block grants are made to medical schools which have shown themselves to be uninterested in improving the quality of general practice. there is little hope of progress. There must either be earmarked grants or some new medium of financing through the NHS.
Continuing education in general practice also presents problems while it is organized at regional level and with little reference to the district. In the reorganization of the health service, the district hospital accepted responsibility for the services to general practitioners within its district. Such responsibilities of the district must include continuing educational responsibilities.
In the provinces. postgraduate medical centres have grown up in many district hospitals with a responsibility for organizing continuing education at a local level. In the major cities, no such organization exists and regional committees accept responsibility for continuing education with little knowledge of the special problems and opportunities which present at district level. The postgraduate deans within the teaching hospitals are usually specialists with no knowledge of the needs of general practitioners.
Where departments of general practice exist in district hospitals. they would seem to be the agency through which continuing education should be developed. At present. there is often inadequate consultation between regional postgraduate educational committees and departments of general practice working at district level. It may well be that combined appointments between regions and departments of general practice would promote the most appropriate continuing education programme and ensure that local needs are satisfied.
There is indeed room for a great deal of experiment in the planning of continuing education in general practice. The didactic lecture has been shown to produce little learning. The emphasis at present is on small-group work with the general practitioners themselves actively involved. The term medical audit is rapidly becoming a 'dirty word'. but a constant review of performance by small groups in the light of recent advances in medicine is a worthy objective and has been shown to work at district level. (R Goulston 1977. personal communication) . Such developments, properly organized at local level. could be more effective and acceptable than some form of periodic recertification in maintaining standards in general practice.
Conclusions
This brief review has attempted to identify the characteristics of general practice within the National Health Service and the knowledge. attitudes and skills required of the general practitioner. These have been related to the stages of medical education from undergraduate training through vocational training to continuing education. Nearly one-half of all graduates will enter general practice as a career and the lack of integration between the undergraduate and postgraduate phases of education for this career is a source of serious concern. Some possible solutions to these problems have been suggested. with particular reference to the problems of general practice in the urban centres where most of our medical schools and teaching hospitals are situated.
